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Xanthous vocal cords
A 55 year old woman with periampullary carcinoma was planned to undergo Whipple's procedure under general anesthesia. On examination, patient had yellowish sclera and total bilirubin of 26 mg/dL with direct bilirubin of 17.7 mg/dL. Due to anticipated difficult airway fiber-optic intubation was planned (mouth opening of 2 cm and modified Mallampati score of 3). Informed patient consent was obtained and she was sedated with titrated doses of IV fentanyl and midazolam. After appropriate preparation and counseling fiber-optic scope was introduced through the nasal cavity. As we crossed the epiglottis we noticed yellow colored vocal cords (Icteric vocal cords, Figure 1 ). We proceeded to intubate the trachea without any problems. Perioperative period was uneventful.
Bilirubin is the principle bile pigment and is a normal product of red cell degradation. Tissue staining like sclera, skin, and other mucous membranes by bilirubin is frequently noted. [1] Even though there are infrequent reports and images, [2] to our knowledge there is no literature supporting the infiltration of vocal cords by bilirubin.
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Abdominal surgery in a patient with bullous emphysema: Anesthetic concerns
Madam, Emphysema is a pathological condition resulting in destruction of walls of distal airspaces, thus causing their permanent and abnormal enlargement. [1] The cystic air spaces in the lung parenchyma are known as bullae. They are formed due to loss of lung tissue providing structural support, thus resulting in elastic recoil of surrounding parenchyma. [1, 2] A 60-year-old male patient presented to our hospital with complaints of recurrent epigastric pain and dyspeptic symptoms for the past 2 years. He was diagnosed to have cholelithiasis with choledocholithiasis and common bile duct (CBD) stricture and was posted for open cholecystectomy and CBD exploration under general anesthesia. He was a chronic smoker (30 pack years), with presence of bilaterally decreased breath sounds with wheeze on auscultation. His room air saturation was 96%. There was also bilateral wasting of pectorals. High-resolution computed tomography (HRCT) chest revealed bilateral paraseptal emphysematous changes and bullae with a patch of consolidation in the right lower lobe. The patient was started (a week prior to surgery) on a tablet deriphyllin and titropium + formetrol metered-dose inhaler (MDI) with spacer twice daily.
In the operating room, standard monitoring was attached and intravenous (i/v) access secured. Lower thoracic epidural catheter was placed in T10-T11 interspace under full aseptic precautions and epidural infusion with 0.25% bupivacaine (5 ml/h) was started. Standard induction technique was followed. However, during mask ventilation, care was taken to maintain a peak airway pressure of <15 cm H 2 O at all times. Following intubation, intraoperatively, lung protective ventilation strategy (tidal volume
